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E 000 Initial Comments E 000

 An Emergency Preparedness survey was 
conducted by Healthcare Licensing and Surveys 
on 10/15/2019.
.

 

E 037 EP Training Program
CFR(s): 483.73(d)(1)

*[For RNCHIs at §403.748, ASCs at §416.54, 
Hospitals at §482.15, ICF/IIDs at §483.475, 
HHAs at §484.102, "Organizations" under 
§485.727, OPOs at §486.360, RHC/FQHCs at 
§491.12:]  (1) Training program. The [facility] 
must do all of the following:

(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
staff, individuals providing services under 
arrangement, and volunteers, consistent with 
their expected roles.

(ii) Provide emergency preparedness training 
at least every 2 years.

(iii) Maintain documentation of all emergency 
preparedness training.

(iv) Demonstrate staff knowledge of 
emergency procedures.

(v) If the emergency preparedness policies 
and procedures are significantly updated, the 
[facility] must conduct training on the updated 
policies and procedures. 

*[For Hospices at §418.113(d):] (1) Training. The 
hospice must do all of the following:

(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
hospice employees, and individuals providing 
services under arrangement, consistent with their 
expected roles. 

(ii) Demonstrate staff knowledge of 
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E 037 Continued From page 1 E 037
emergency procedures.

(iii) Provide emergency preparedness 
training at least every 2 years.

(iv) Periodically review and rehearse its 
emergency preparedness plan with hospice 
employees (including nonemployee staff), with 
special emphasis placed on carrying out the 
procedures necessary to protect patients and 
others.

(v) Maintain documentation of all emergency 
preparedness training.

(vi) If the emergency preparedness policies 
and procedures are significantly updated, the 
hospice must conduct training on the updated 
policies and procedures.

*[For PRTFs at §441.184(d):] (1) Training 
program. The PRTF must do all of the following:

(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
staff, individuals providing services under 
arrangement, and volunteers, consistent with 
their expected roles.

(ii) After initial training, provide emergency 
preparedness training every 2 years.

(iii) Demonstrate staff knowledge of 
emergency procedures.

(iv) Maintain documentation of all emergency 
preparedness training.

(v) If the emergency preparedness policies 
and procedures are significantly updated, the 
PRTF must conduct training on the updated 
policies and procedures.   

*[For LTC Facilities at §483.73(d):] (1) Training 
Program. The LTC facility must do all of the 
following:

(i) Initial training in emergency preparedness 
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E 037 Continued From page 2 E 037
policies and procedures to all new and existing 
staff, individuals providing services under 
arrangement, and volunteers, consistent with 
their expected role.

(ii) Provide emergency preparedness training 
at least annually.

(iii) Maintain documentation of all emergency 
preparedness training.

(iv) Demonstrate staff knowledge of 
emergency procedures.

*[For CORFs at §485.68(d):](1) Training. The 
CORF must do all of the following:

(i) Provide initial training in emergency 
preparedness policies and procedures to all new 
and existing staff, individuals providing 
services under arrangement, and volunteers, 
consistent with their expected roles. 

(ii) Provide emergency preparedness training 
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of 

emergency procedures. All new personnel must 
be oriented and assigned specific 

responsibilities regarding the CORF's 
emergency plan within 2 weeks of their first 
workday. The training program must include 
instruction in the location and use of alarm 
systems and signals and firefighting equipment.

(v)   If the emergency preparedness policies 
and procedures are significantly updated, the 
CORF must conduct training on the updated 
policies and procedures.   

*[For CAHs at §485.625(d):] (1) Training 
program. The CAH must do all of the following:

(i) Initial training in emergency preparedness 
policies and procedures, including prompt 
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E 037 Continued From page 3 E 037
reporting and extinguishing of fires, protection, 
and where necessary, evacuation of patients, 
personnel, and guests, fire prevention, and 
cooperation with firefighting and disaster 
authorities, to all new and existing staff, 
individuals providing services under 
arrangement, and volunteers, consistent with 
their expected roles.

(ii) Provide emergency preparedness training 
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of 

emergency procedures. 
(v)   If the emergency preparedness policies 

and procedures are significantly updated, the 
CAH must conduct training on the updated 
policies and procedures.   

*[For CMHCs at §485.920(d):] (1) Training.  The 
CMHC must provide initial training in emergency 
preparedness policies and procedures to all new 
and existing staff, individuals providing services 
under arrangement, and volunteers, consistent 
with their expected roles, and maintain 
documentation of the training.  The CMHC must 
demonstrate staff knowledge of emergency 
procedures.  Thereafter, the CMHC must provide 
emergency preparedness training at least every 2 
years.
This REQUIREMENT  is not met as evidenced 
by:
 Documentation review and staff interview 
revealed that the facility failed to develop and 
maintain an emergency preparedness training 
program. 

The findings were:

 CORRECTIVE ACTION:  All new 
employees will be educated on 
emergency preparedness during 
orientation.

IDENTIFICATION OF OTHERS:  All new 
employees have the potential to be 
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E 037 Continued From page 4 E 037
Documentation review of the Emergency 
Preparedness Plan on 10/15/19 at 1:30 PM 
revealed that initial training of the emergency 
preparedness policies and procedures was not 
being conducted with new staff. As well, 
demonstration of staff knowledge of emergency 
procedures was not being conducted. Interview 
with the facility administrator acknowledged the 
deficiency, and revealed they were unaware that 
this requirement was missing from the plan.

affected by this deficient practice.

SYSTEMIC CHANGE:  Training will 
include a discussion of the emergency 
procedures regarding the top 3 identified 
facility-specific vulnerabilities identified in 
the CEMP. Education would also include 
but not limited to: Facility Incident 
Command Structure, Succession Plan 
during an emergency event, Tour which 
will include emergency shut off valves, 
and Staff expected role/assignments 
during an emergency event including 
facility evacuation or shelter in place. Staff 
will complete a test in order to 
demonstrate knowledge of emergency 
procedures.

MONITORING:  NHA or designee will 
audit all new employee orientation 
paperwork to show that education has 
been provided regarding facility 
emergency preparedness as outlined by 
the comprehensive emergency 
management plan for 4 weeks. The NHA 
will report any identified patterns/trends to 
the Quality Assurance Performance 
Improvement Committee monthly for their 
review and resolution.  This tracking will 
continue for 3 months unless the Quality 
Assurance Performance Improvement 
Committee deems it prudent to continue.
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